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Summary

7KH ,QVWLWXWH RI OHGLFLQH W K H+HDWMWRQ 6\ DVRIPWPW WFVH 1D R® R
SDQHOV KDYH LGHQWLILHG LQIRUPDWLRQ WHFKQRORJ\ ,7 DV R(
PHGLFDO HUURUV ORZHULQJ KHDOWK FRVWV DQG LPSURYLQJ W
FDUH LQGXVBMHKLQGIJRWBHU VHFWRUV Rl WKH HFRQRP\ LQ LWV LC
HYLGHQFH WKDW HOHFWURQLF LQIRUPDWLRQ V\WVWHPV FDQ SOD\
FKDOOHQJHV WKH LQGXVWU\ IDFHV $GRSWLRQRI RHDD® KD,@G/\\
WHFKQLFDO REVWDFOHYV

&RQJUHVYV DQG WKH $GPLQLVWUDWLRQ KDYH WDNHQ D QXPEHU R
7KH OHGLFDUH ORGHUQL]DWLRQ $FW LQVWUXFWHG WKH ++6 6
SUHVFULSWLRQ VWDQGPUGYLRQG RLY W\IYE\CHPIKF D RQRIPURSHUDELOL
&RPPLVVLRQ LV FKDUJHG ZLWK GHYHORSLQJ D FRPSUHKHQVLYH
PHVVDJLQJ VWDQGDUGYV WR VXSSRUW WKH HOHFWURQLF H[FKDQ
3UHVLGHQW %XV KGHYGOHG GROUGREWLZRQ RI LQWHURSHUDEOH HOF
(+5V ZLWKLQ \HDUV DQG HVWDEOLVKHG WKH SRVLWLRQ RI 1D
,QIRUPDWLRQ 7HFKQRORJ\ $XBUBBQWWKRMN WEW BRGNQGHRRWGLQD
GHYHORSHG D\WODMUB@WBIQLRXWOLQLQJ VWHSY WR WUDQVIRUP WKF
DGRSWLQJ (+5V DQG GHYHORSLQJ D 1DWLRQDO +HDOWK ,QIRUPD
UHFRUGVY QDWLRQZLGH

7KH VWUDWHILF SODQ LGHQWLILHVSVRYHGDQJSIRQNFHQWILLLY 6 \5 RFOUW |
DGRSWLRQ 7KH\ LQFOXGH SURYLGLQJ JUDQWV WR VWLPXODWH
VI\IVWHPV RIHHDMBRBIOBRDYV DQG ORDQ JXDUDQWHHYV IRU (+5 DGRS\
HJ OHGLFDUH BKVHORIDOWKB®WI PD\ XQLQWHQWLRQDOO\ LPSHGF
HOHFWURQLF FRQQHFWLYLW\ DPRQJ KHDOWK FDUH SURYLGHUYV

UHZDUG (+5 XVH

+HDOWK ,7 KDV EURDG ELSDUWLVDQ W&RGERUHYV D PR QILA B DR MNRH U
FRQULGHJLVODWLRQ WR ERRVW IHGHUDO LQYHVWPHQW DQG OHEL
ERWK IRU (+5 DGRSWLRQ DQG IRU WKH FUHDWLRQ RI UHJLRQDO |
VHHQ DV D FULWLFDO VWHS WRZDUGK RMMDKUH NRN W RP OOWH BRRREZQ Q|
6HYHUDO KHDOWK ,7 ELOOV ZHUH LQWURGXFHGKGXULQJ WKH OD\
6 KDYH EHHQ LQWURGXFHG WKLV \HDU &RQJUHVYV ODLG WKH J
ZKHQ LW HQDFWHG WKH +HDOWK ,QVXUDQFH 3RUWDELOLW\ D
LQVWUXFWHG WKH ++6 6HFUHW VUW R/ R LG H Y $HDWR ISH QWL Y REAHV MRDQQVG!
XVH RI WKHLU PHGLFDO LQIRUPDWLRQ DQG VHFEXULW\ VWDQGDU
LQIRUPDWLRQ DJDLQVW XQDXWKRUL]JHG DFFHVV XVH RU GLVFOI
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Introduction

7KH ,QVWLWXWH RI OHGLFLQH ,20 WKH 1DWLRQDO &RPPLWWHH
1&89+6 DQG RWKHU H[SHUW SDQHOV KDYH LR®REIAWRIMHKG LIRRRWP L
SRZHUIXO WRROV IRU UHGXFLQJ PHGLFDO HUURUV ORZHULQJ Kt
FDUKH\ UHFRPPHQG WKDW KHDOWK FDUH RUJDQL]DWLRQV DGRS
FROOHFWLRQ DQG H[FKDQIJKHRUBDW ILNVQW UL /IRKN\PHD WI\RDHPYV WR F
VHDPOHVVO\ DV SDUW RI D QDWLRQDO KHDOWK LQIRUPDWLRQ LC
KHDOWK FDUH SURYLGHUV DQ\ZKHUH LQ WKH FRXQWU\ WR DFFH\
:KLOH VXS SRHMOMIYHUWRIDIGLIW SDWLHQW FDUH H[SHUWYV HPSKDV
DOVR PHHWMWXHHGIYWRRQSXEOLF KHDOWK VXUYHLOODQFH ELRGF
DQG SURWHFW WKH SULYDF\ RI LQGLYLGXDOV

7KH 8 6 KHDOWK FDUH LGGRWMKMHUY UYUBBWRHO RIEWKHQHFRQRP\ LQ
, 7 GHVSLWH JURZLQJ HYLGHQFH WKDW HOHFWURQLF LQIRUPDWL
DGGUHVVLQJ WKH PDQ\ FKDOOHQJHV WKH LQGXVWU\ IDFHV 7KHL
WHFKQLFODOVRERWDKH DGRSWLRQ RI KHDOWK ,7 VI\VWHPV 7KH LV
EURDG ELSDUWLVDQ VXSSRUW IRU KHDOWK ,7 LV KRZ EHVW WR
WKURXJKRXW WKH KHDOWK FDUH LQGXVWU\

&RQJUHVV DQG WKH $GMHIG\WVWDDMWQ RQQKKIPEH D ®R1 LPSRUWDQW V!
KHDOWK ,7 7KH OHGLFDUH ORGHUQL]DWLRQ $FW LQVWUXFWH
HOHFWURQLF SUHVFULSWLRQ VWDQGDUGY DQG HVWDEOLVK D &F
&RPPLVVLRQ LWERKDHMHOGRALLQJ D FRPSUHKHQVLYH VWUDWHJ\ IRL
PHVVDJLQJ VWDQGDUGYV WR VXSSRUW WKH HOHFWURQLF H[FKDQ
BUHVLGHQW %XVK FDOOHG IRU WKH ZLGHVSUHDG DGRSWLRQ RI |
(+5VZLWKLQ \HDUV DQG HVWDEOLVKHG WKH 2IILFH Rl WKH 1DW
,QOIRUPDWLRQ 7HFKQRORJ\ 21&+,7 21&+,THIOW SSHYH @ R $/H0G @L QV
VWHSVY WR WUDQVIRUP WKH GHOLYHU\ RI KHD OWRKQBIDUHHBD\OMGKR S
,QIRUPDWLRQ ,QIUDVWUXFWXUH 1+,, WR OLQN VXFK UHFRUGV Q
VHYHUDO SRWHQWLDO SROLF\ RSWLRQV IRU SURYLGLQJ LQFHQW
SURYLGLQJ JUDQWYV WR VWLPXORWQHH{FKD Q DHG VU M W HREDWD R LI @ LROF
ORDQV DQG ORDQ JXDUDQWHHV IRU (+5 DGRSWLRQ DPHQGLQJ It
VHOHIHUUDO ODZ WKDW PD\ XQLQWHQWLRQDOO\ LPSHGH WKH G|
DPRQJ KHDOWK MIXGH XSAULRYLEBHIIM-DUH UHLPEXUVHPHQW WR UHZE

/IDZPDNHUV Y& RMXIWHVY DUH OLNHO\ WR FRQVLGHU OHJLVODWLR
OHDGHUVKLS LQ KHDOWK ,7 DQG SURYLGH LQFHQWLYHV ERWK IR
UHJLR @DMKKIHDRUPDWLRQ QHWZRUNV ZKLFK DUH VHHQ DV D FUL
LOQWHUFRQQHFWLQJ WKH KHDOWK FDUH V\VWHP QDWLRQZLGH &l
DQ 1+,, ZKHQ LW HQDFWHG WKH +HDOWK \G¥WUBQFHs SRUWDE
+,33$ LQVWUXFWHG WKH ++6 6HFUHWDU\ WR GHYHORS SULYDF\ V
RYHU WKH XVH Rl WKHLU PHGLFDO LQIRUPDWLRQ DQG VHFXULW
LQIRUPDWLRQ DJDLQVW XQ®XWIORWYIHIE DFFHVV XVH RU

7KLV UHSRUW VXPPDUL]J]HVY UHFHQWO\ SURSRVHG DQG HQDFWHG
DQG WKH GHYHORSPHQW RI WKH 1+,, ,W EHJLQV ZLWK D EULHI G

1U.S. Department of Health and Human Servitefrmation for Health: A Strategy for Building the National Health
Information InfrastructureReport and Recommendations from the National Committee on Vital and Health Statistics,
Nov. 15, D01, available online dittp://www.ncvhs.hhs.ggwand, Institute of MedicineZrossing the Quality Chasm:

A New Health System for theS®Zentury,Washington, DC: National Academy Press, 2001.
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EURDGHQLQJ WKH DSSOLFDWLRQ @ IKIHDI®W RDRDILRQ DAH Z KQROIRV \W
ILQDQFLDO WHFKQLFDO DQG OHJDO EDUULHUV WR WKH DGRSWL
RI WKH JRDOV DUWLFXODW f/GVMQU W\K H JIHFG HILCPOH 2R YN U @ B HKCHD O W
7KH UHSRPXW®HWRQZEWK D VHW Rl WDEOHV VXPPDVUR L&YW KHDOWK ,7
&RQJIUHMGBHWDGBIPYRYLGHY DGGLWLRQDO BDKHIDORXQ,G LA RURGMQAT
OLVW RI FRQJUHVVLRQDO KHDULQJV *$2 UHSRUWV DQG RQOLQF

Information Technology and He

,Q LWV -XQH 5HYRODKXRUWQL]LQJ +HDOWK &DUH 7WHRXJK ,QIRUPD\
SUHVIMGHQWUPD\QRPR HFEYLVRU\ &RPPLWWHH 3,7$& SURSRVHG
1+,, FRPSRVHG RI {RXU HOHPHQWYV

Electronic Health Record (EHR)

7KH (+5 SURYLGHV D FWLPH APKHY VWKRUFIDWLHQW LQIRUPDWLRQ
ORQIJLWXGLQDO UPBFRQ® RIJUFFDWHG$+B8CHQDEOHYV D SK\VLFLDQ WR
RWKHU LQIRUPDWLRQ DERXW D SDWLHQW RQ D FRQWLQXRXV ED\
SK\VLFLDQ IRU H[DPSOH WR W IPH ®LKDOVWRRLQ RIWLRKD DMWEL HIQWA \
SURGHUV ZLWK VXEPHQXV IRU QRWHV IURP WKRVH YLVLWYVY LPD
SURFHGXUHV FXUUHQW PHGLFDWLRQV IXQFWLRQDO VWDWXV D(
SUHYHQWLYH VHUYLFHVY DOOHUJLHV DQG FRQWDFW LQIRUPDWL

Clinical Decision Support (CDS)

ILQNLQJ DVSOGWIWRW FRPSXWHUL]JHG &'6 VIVWHWISRHRYLGHYV FOLQ
GLDJQRVWLF DQG WUHDWPHQW UHFRPPHQGDWLRQV &'6 VIVWHP
I[URP VLPSOH FOLQLFDRIDBBWHHYW NV LEOWG. ZQ WBQIPDQINVQWHUDFWLRQV V
SURWRFROV DQG SURFHGXUHYV | EBMHGVPMGL MKHH SEADFUWWRFIHG RO §
FOLQLFLDOQRWKNXWVRMHODANIHFDO NQRZOHGJH DW WKH SRLQW RI FDU

Computerized Physic®BEhnh Order Entry (C]

&32( PLQLPL]JHV KDQGZULWLQJ DQG RWKHU FRPPXQLFDWLRQ HUU
SURYLGHUV HQWHU RUGHUV LQWR D FRPSXWHU V\VWHP 2ULJLQTE
PRUH DGYDQFHG &32( V\VWHBD\VQFQG& GRHWRILFG STLRTFHRERU H V
UHIHUUDOV GLVFKDUJHV DQG WUDQVIHMV+BIPPGIYDDORRVEH Ol
GHFLVLRQ VXSSRUW IXQFWLRQYV

Health Information Exchange

7KH ILQDO DQG PRVW LPSRUWDQW HOHPHQW RI DD®G LV HOHFW
RWKHU QHWZRUNV HQDEOLQJ KHDOWK FDUH SURYLGHUV WR HI[F
WKDW SHUPLW HOHFWURQLF FRPPXQLFDWLRQ DPRQJ SURYLGHUYV
LQIRUPDWLRQ IURP XQDXWKRUL]JHE\DIFWR W HI\WKH UBIQAEKGE LG HY® R U K
GDWD DQG PHVVDJLQJ VWDQGDUGY WR HVWDEOLVK WKH FULWLF
WZR RU PRUH ,7 VIVWHPV FRPSXWHUV QHWZRUNV VRIWZDUH D
FRPPXQLFDWH ZLWKPRRYH DRRWKRU WRIKE GDWD WKH\ HIFKDQJH $

2 Report can be obtained tatp://www.nitrd.govpitac
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QXPEHU RI FRPPXQLWLHY DQG KHDOWK FDUH V\VWHPV DURXQG V
HVWDEOLVKHG VHFXUH SODWIRUPV IRU WKH H[FKDQJH RI KHDOW
DXWKROUWMHH® HJ WKH 9HWHUDQV +HDOWK $GPLQLVWUDWLRQ W
WKH 6DQWD %DUEDUD &RXQW\ &DUH 'DWD ([FKDQJH DQG WKH 1H
,QWHUFKDQJH 1HWZRUN

7TKH /M ODUFK UHSRUW R Q &MY DQWK WFOH) 4 XIXADIOL W& KDV P $ 1H.
&DUH 6\VWHP¥%RQWRBKDVL]HG WKH QHHG IRU LPSURYHPHQW LQ
HITHFWLYHQHVYV UHVSRQVLYHQHVVY WR SDWLHQWYV WLPHOLQHVYV
SXEOLVKHG VWWX @/KHDWV,XJBEBQ SOD\ D NH\ UROH LQ LPSURYLQJ W|
WKHVH DUHDV ,Q WKH DUHD RI VDIHW\ &32( V\VWHPV ZLWK GHF|
LQ GUXJ SUHVFULELQJ DQG GRVLQJ &OLQLFDWRKHPBSVIRR VXSSR
HIILFLHQF\ IRU HIDPSOH E\ UHGXFLQJ UHGXQGDQW ODE WHVWYV
Rl FDUH E\ SURPRWLQJ FRPSOLDQFH ZLWK FOLQLFDO SUDFWLFH
EHQHILFLDOLWMUD@® WX UD ORSRISEKW PWGRRIYOIMQY X QGHPWHUYHG DU
DFFHVV WR VSHFLDOW)\ LQIRUPDWLRQ LQFOXGLQJ FRQVXOWDWL
VSHFLDOLVWY DW DFDGHPLF PHGLFDO FHQWHUV KHOSV SURPRW
UHGXFLQJ WKH UBRUODWXKLR DFEHVV WR WKH EHVW TXDOLW\ FDU
SDWLHQW LQIRUPDWLRQ DPRQJ SK\VLFLDQV ZLOO VLIQLILFDQWC
WKH PLOOLRQ $PHULFDQV ZLWK PXOWLSOH FKURQLF FRQGLWL
RRUGLQDWLRQ RI FDUH DPRQJ OHGLFDUH EHQHILFLDULHV ZLWK
XQQHFHVVDU\ KRVSLWDOL]DWLRQ GXSOLFDWH WHVWV FRQIOLF
UHDFWLRQV DV DHOGHVRBRWYWRKRI RYHU

$Q ,7 LQIUDVW UXFRUKHIGWKIDNO JIWRDPRQWULEXWH WR DFKLHYLQJ R\
REMHFWLYHV VXFK DV KRPHODQG VHFXULW\ DQG LPSURYHG SXE
LQIRUPDWLRQ QHWZRUNVY DUH NH\ WR UHGXFLQJ WKH WLPH LW W
RXWEUHDWKHEZKWVKH\ DUH QDWXUDOO\ RFFXUULQJ RU WKH UHVXO
DQ LPSRUWDQW WRRO IRU KHO ¥YIFQD R UIDFAL € DDMLAR @ [FHF X SH. DPW
PRQLWRULQJ WKH KHDOWK RI WKH SRS XPWHDLIR® J)2\QIDRBMR\U W B R O
YDULRXV IRUPV Rl ELRPHGLFDO DQG KHDOWK VHUYLFHV UHVHDU
LQWR FOLQLFDO SUDFWLFH PRUH TXLFNO\ %\ VRPH HVWLPDWHYV
UHVHDUFK ILQGLQJV WRVWR JNQBUDQWHIBULFWBGUDFWLFH

Barriers to the Adoption of H

7KH 8 6 KHDOWK FDUH LQGXVWU\ ZKLFK UHSUHVHQWY DERXW
RI WKH HFRQRP\ LQ LWV LQYHVWPHQW LQ ,7 GHURIQVH JURZLQJ
VI\VWHPV FDQ SOD\ D FULWLFDO UROH LQ DGGUHVVLQJ PDQ\ RI W
VLIJQLILFDQW REVWDFOHVY WR WKH DGRSWLRQ RI (+5V DQG WKH ¥
EULHIO\ GLVFXVVHG EHORZ

Standar ds

(QRUPRXV DPRX)QQHWMGIREG GRWPBOLQLFDO FDUH SDWLHQW VDIHW\ I
FXUUHQWO\ UHVLGH RQ FRPSXWHU\EDWVMRHZHKHDOWERVL Q (RAJFRWRRGC
QHWZRUNY KDYH EHHQ VORZ WR GHYHORS EHFDXVH RI D ODFN R
HOHFWDOWQ UHRERKXKDQJH 3K\WLFLDQV DQG RWKHU SURYLGHUV DUH |

3 E. Andrew Balas and Suzanne A. Boréddanaging Clinical Knowledge for Health Care Improveméint,Yearbook
of Medical Informatics 2000: Patiet@entered $stemspp. 6570.

Congressional Research Service 3



Health Information Technology: Promoting Electronic Connectivity in Healthcare

IHDULQJ WKDW WKH\ PLIJIKW QRW EH DEOH WR H[FKDQJH SDWLHQ
KRVSLWDOV RU HYHQ RWKHU SK\VLFLDQV &RPPRQ VWDQGDUGV
HQFRGLQJ KHDOWK LQIRUPDWLRQ SHUPLW WKH HIILFLHQW H[FKD
7KH\ DOVR VXSSRUW WKH DVVLPLODWLRQ RI HIWHUQDO GDWD VF
SURYLGHUV H J DOHWNM IIRRUWFRNDWVEIORHQ & U X J

7KH IHGHUDO JRYHUQPHQW LV SOD\LQJ D OHDGLQJ UROH LQ HQF
LOQWHURSHUDELOLW\ VWDQGDUGY IRU KHDOWK LQIRUPDWLRQ WK
'"HSDUWPHQWYVY Rl +HDOWK DQG +XPDQ 6HIHWIFHD QY +$%l | D'HUM Q Y$H

DUH SDUWQHUV LQ WKH &RQVROLGDWHG +HDOWK ,QIRUPDWLFV

VXSSRUW 3UMNVDOBQWPKYW $IJHQGD 7KH JRDO RI WKH &+, LQLW
IHGHUDO KHDOWK LQIR WRDMIARIU GYVEHRWRS MIRDEURPRWH LQIRUPD
WKH WKUHH IHGHUDO GHSDUWPHQWY WKDW GHOLYHU KHDOWK F|
SULYDWH VHFWRU 7R GDWH WKH DJHQFLHV KDYH \DIHGFRERUHG  V
6WDWQ&ED 'HYHORSPHQW 2UJDQL]DWLRQV 6'2V  7KH\ LQFOXGH PH\
WKH HOHFWURQLF H[FKDQJH RI FOLQLFDO ODE UHVXOWV VWDQC
VWDQGDUGV IRU WKH UHWULHYDO DQG WM QY IR U PDIW.IPRQ H Y +B QK
DOVR VLIJQHG DQ DJUHHPHQW WR OLFHQVH &OLWQHPD® ZHIGP YRPH (
6120(' &7 D VWDQGDUGL]HG PHGLFDO YRFDEXODU\ GHYHORSHG
3DWKRORJLVWY DQG DYDLODE OsWIRAWHIN HéHL 0R ' YX\TH F K LLFK W X HD R Q@
DYDLODEOH WKURXJK WKH 1DWLW®&E P R\VBNV FRPRUBKEDVILGMH FOL
YRFDEXODU\ DYDLODEOH DQG FRYHUV PRVW DVSHFWV RI FOLQLF
FRPSXWHUL]H WKH PHGLFDWLDEER®U\&\ D QGWMKHGXFHWKH GDWD DU
DQG XVHG IRU FOLQLFDO FDUH RI SDWLHQWYV DQG IRU PHGLFDO

,Q 0D\ ++6 UHTXHVWHG WKDW WKH ,20 SURYLGH JXLGDQFH W
SIXQFWLRYWKOMWNDRV(+5 VKRERWGL SR WKHHVW\SWHYV RI LQIRUPDWLRQ W
DYDLODEOH WR SURYLGHUYVY ZKHQ PDNLQJ FOLQLFDO GHFLVLRQV
WKH WA\SHV RX&SFHFUWLRSDELOLWLHYVY WKDW VKRXOGWXHI SUHVHQ\
L QUWDH- WLRKHV,20 GLG QRW DGGUHVYV VSHFLILF GDWD VWDQGDUGYV
VWDQGDUGY GLDJQRVWLF FRGHV +HDOWK /HYHO 6HYHQ +/ C
GHYHORSPHQW RI DQ (+5 VWDQGDUG KDV WDWHQ,WKBQFRUH 1XQ
LQFRUSRUDWHG WKHP LQWR LWV GUDIW VWDQGDUGIDAKLFK KDV
WULDO EHIRUH LW EHFRPHY DQ RIILFLDO VWDQGDUG

&RRUGLQDWLQJ WKH FDUH D SDWLHQW UHFHLYHV IURP PXOWLSO
RWKH HQWLUH (+5 ZLWK HDFK UHIHUUDO ,Q PRVW FDVHV WKH S|
QHHGYV RQO\ WKH PRVW UHOHYDQWVDRR® WILWHRQ | 35 WV, Q BRIMD DV
LQ FROODERUDWLRQ ZLWK WKH 0DV WK KXNMHNP\Y W ORI (DD SHRAEH ¢
DQG 6\WVWHPV 6RFLHW\ DQG WKH $PHULFDQ $FDGHP\ Rl )DPLO\ 3|
&RQWLQXLW\ Rl &DUH 5HFRUG &&5 WR PHHW WKDW QHHG 7KH &
VWDQGDUG IRU DOO UHOHYDQWQIXQVRURDRADLIRK QW FFHROQADLUAW R R F |
GDWD VHW WKDW LQFOXGHV SURYLGHU LQ IRHIPOWK R/QVDLVMX/X UB Q
DOOHUJLHV PHGLFDWLRQV YLWDO VLJQV GLDJQRVHV UHFHQW
UHFRPPHQIRWKXRXWH FDUH DQG UHDVRQV IRU UHIHUUDO RU WUI
WKH &&5 DUH D VXBENVHWORI WHKAHR SO WMLKIIMW H[LVWV LQ DQ (+5 (DF
VHHV WKH SDWLHQW LV DEOH WR DFFHVV WKH &785X B QNEK K S&8CBW H

4 SNOMED CT is available online attp://umisinfo.nim.nih.gov
5 Information on the HL7 EHR standard is available onlinetigt//mww.hl7.orgéhr.
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SURYLGHV D YHKLFOH IRU H[FKDQJLQJ FOLQLFDO LQIRUPDWLRQ
HQWLWLHV W PD\ DOVR EH XVHG E\ WKH®SDWLHQW DV D EULHI \

&RQJUHVV ODLG WKH JURXQGZRUN HRWD FHWMW® BEKH K335 DQ 1+,, Z
LQ +,33$ LQVWUXFWHG WKH ++6 6HFUHWDU\ WR LVVXH HOHFV
VHYHUDO URXWLQH DGPLQLVWUDWLYH WUDQVDFWLRQV EHWZHH(
UHLPEXUVHPHQW FODLPV DQG DGRS$\WHMHFYRQWE SN QIBOWG\Q W
DIJDLQVW XQDXWKRUL]JHG DFFHVV XVH RU GLVFORVXUH 'HYHOR
FRQILGHQWLDO KHDOWK GDWD LV FHQWUDO WR WKH JURZWK RI

KHDOWK SULYDF\ VW DLQEGXDUDG/N WAKKHD WL J K WHRU QDEAIFH VY WR WKHLU F
SURKLELW SODQV DQG SURYLGHUV IURP XVLQJ RUGLVFORVLQJ \
DXWKRUL]JDWLRQ H[FHSW IRU URXWLQH KHDOWK FDUH RSHUDWL
XVBIQG H[FKDQJH Rl HOHFWURQLF KHDOWK GDWD UDLVHV VHULR X
VRPH ODZPDNHUV ZKR TXHVWLRQ ZKHWKHU WKH SULYDF\ VWDQC
SURWHFW FRQILGHQWLDO SDWLHQW LQIRUPDWLRQ

Financial Challenges

7TKHWHH DVZR NH\ ILQDQFLDO REVWDFOHV WR WKH DGRSWLRQ RI (-
LQYHVWPHQW FRVWY DQG WKH PLVDOLIJQPHQW EHWZHHQ FRVWYV
DQG PXVW FRPSHWH ZLWK RWKHU SULRUMLWIWMWMKWH UL /HEXQ R@IR QIHH\
ZLWK PRUH GLUHFW DSSOLFDWLRQ WR FOLQLFDO FDUH DQG JUH|
FOLQLFDO ,7 VIVWHP WKDW LQFOXGHYV &32( DQG DQ (+5 FRXSOH:
IXQFWLRQV FDQ FRVW WHRWIIRDPUIB IKROAS RW BB OP@EA WKDW GRF
FRVWYV RI WUDLQLQJ DQG V\VWHPV VXSSRUW

7TKH VXAsDD®/G PDLQWHQDQFH FRVWV RI ,7 VIVWHPYV PD\ EH HVSHF]
SK\VLFLDQ SUDFWLFHV :KLOH WKRVH FRV\WW XD \RW WHMHRUEORFWV |
DQG WKH DSSOLFDWLRQV LQYROYHG WKH DYHUDJH FRVW RI DQ
7KH FRPSOH[LW\ Rl WKH WHFKQRORJ\ WKH WLPH WR FRPSOHWH
ZRUNIORZ SDWWHUQV FUMP W B DSB/GELAIL FQD\O VEBRVWLW®WNEW SHUKDS
LVVXH IRU SK\VLFLDQV LV WH® DSV UG HEHWQ IHR IQWW KRDIWL F\GKUHR YIH G H 1 | L
TXDOLW\ RI FDUH DFFUXH ODUJHO\ WR WKH SD\HUV DQG SDWLHQ
LPSKCHOQWDWLRQ FRVWYV

5DWKHU WKDQ UHZDUG TXDOLW\ PRVW SK\VLFLDQ UHLPEXUVHPH
VHUYLFHV 3K\VLFLDQV DUH SDLG IRU HDFK SURFHGXUH RU VHUY
7KLV DSSURDFK HQFRXUDJHV SHRW\GBY\VSR\RVYEB DD P® GARS B WS |
SURYLVLRQ RI D ELOODEOH VHUYLFH VXFK DV DQ 05, RYHU WHF
PDQ\ VHUYLFHV $ SK\VLFLDQ JURXS WKDW LQYHVWYV LQ D FOLQL
PDQDJHV WKH RIVUAHLRIKSPRWIRILF FRQGLWLRQV FDQ UHGXFH WKH
WKH KRVSLWDOL]DWLRQ UDWH %XW XQOHVV WKH FKDQJH UHVXC
VHHV D ILQDQFLDO EHQHILW 2QH SRWHQW L D®D VARHOXWAL RAGRW R W F
SK\WLFLDQV ZKR XVH ,7 VI\VWHP VRBBRMKPD Q~¥HMWRF B I&RIS W IODS\D U
FOLQLFLDQV ZKR GHOLYHU WKH EHVW TXDOLW\ Rl FDUH DFFRUG
WKH KLJKHVW YROXPH RI FDUH

6 For a more detailed discussion of the development of the CCR,hyptwww.astm.orgZOMMIT/
E31_ConceptPaper.doc
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Legal Barriers

+HDOWEKSHUWY KDYH LGHQWLILHG VHYHUDO IHGHUDO ODZV WKDV
GHYHORSPHQW Rl HOHFWURQLF FRQQHFWLYLW\ LQ KHDOWK FDUI
KHDOWK ,7 KHDOWK FDUH SURYLGHUV DUWLRQ@BNULR QLR UDIERKIW?Z
ULVN RI OLWLIJDWLRQ 7KK HH®LADA H6 B/KO\W N F IOD@ VB BG6 V&K H
DQMULFNEDFN ODZ BBR fZKLFK FRYHUV DOO IHGHUDO KHDOWH
RI FKLHI FRQFHUQ 9%RMRKK QWH W QUHXEG B G GNVD E X V H

7KH 6WDUN ODZ SURKLELWYV SK\VLFLDQV IURP UHIHUULQJ SDWLH
LI WKH SK\WLFLDQ KDV D ILQDQFLDO UHODWLRQVKLS ZLWK WKH |
DQ\ VHUYLFHYRPHVXPVUBIHUUDOV XQOHVV DQ H[FHSWLRQ DSSO
SK\VLFLDQV IURP DFFHSWLQJ ,7 UHVRXUFHV HJ KDUGZDUH DQ
KHDOWK FDUH HQWLW\ RXW Rl FRQFHUQ WKDW WHKH} ZRXOG EH L
SDWLHQWY WR WKDMNEQ AN \®D Z K& LIBGWIR HOWEZODOVR LPSHGHV D
EHWZHHQ KHDOWK FDUH HQWLWLHVY WKDW SURPRWH WKH DGRSW
HQWLW\ I[URP NQRZLQJO\ RU WLQO IXI®PX RHIUHM QR QR B IDFEHSLQG V
SDWLHQW UHIHUUDO IRU RU SXUFKDVH RI DQ LWHP RU VHUYLFH

2Q 0ODUFK WKH &HQWHUV IRU OHGLFDUH DQG OHGLFDLG 6H
LQWHULP UXOHUPOHOMZ GJFHBW LR QV XUHI H U UMDIOH OSIKA V L © EDQ G&/IHD
IRU ,7 LWHPV DQG VHUYLFHV IXUQLVKHG WR3*RPPFQDWY WR HQTL
ZLGH KHDOWK LQIRYPIHWUMRQ KDYWHRKWVWLRQHG ZWBWKHU WKLV
LQFOXVLYH WR FRYHU DOO WKH YDULRXV KHDOWK ,7 DUUDQJHPF
SDUDOOHO H[FHSWILFQ EKIFAHODZKH DQWL

National Framework for Strate

2Q $SULO 3UHVLGHQW % XVK FIDO® RG LQW MRS B UGEDSHUHB
ZLWKLQ \HDUV DQG VLJQHG ([HEXWLYH 2UGHU ZKLFK HVW]
&RRUGLQDWRU IRU +HDOWK ,QIRUPDWLRQ 7HFKQRORJ\ ZLWKLQ +
DSSRLQWHG 'DYLG %UDLOHU ®IRIKIPRQW RHIKWK RXBVBHUWY V
WKH QHZ SRVLWLRQ 7KH ([HFXWLYH 2UGHU GLUHFWHG WKH 1DW
GHYHORS D YWD WEDIOFRXWOLQLQJ VWHSY WR WUDQVIRUP WKH
DGRSWLQJ (+5V DQG ,GMRHORSNQUXBKL UHFRUGY QDWLRQZLGH

2Q -XO0\ %UDLOHU DQG 7KRPSVRQ UHOHDVHG7EHUDPHZRUN
'HFDGH RI +HDOWK ,QIRUPDWLRQ 7HRKQRORF D@ GILFHRU B D V& RRXY
+HDOWK$OWMKRXJK WRNHHQAHQ®W KDV WDNHQ WKH OHDG LQ VHW)
WKH IUDPHZRUN VMN® \D RXWR D FEKRMQVRWPLFK WKH UROH RI ++6 LV W
HQFRXUDJH WKH SULYDWH UHFW®E W W\R ZRUNG $§EGRBWQRW\LQWHU I
VWD QG DRNGAWUZWOPH SHUPLW WKHVH ORFDO QHWZRUNV WR FRQQF
1+,, 7KH IUDPHZRUN LGHQWLILHG IRXU PDMRU JRDOV ZLWK VWU

7 The Government Accountability Office (GAO) discussed various poteatial bbstacles to health IT in its recent
reportHHS § Efforts to Promote Health Information Technology and Legal Barriers to Its Ado@#aD;04-991R,
Aug. 13, 2004, available online fattp://www.gao.goy

8 Federal Rgister16053, Mar. 26, 2004.

9 The strategic plan, along with an accompanying fact sheet and press release, is available online at
http://www.hhs.gowdnchitframework
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X ,QIRUP FOLQLFIKQ\SURBWLURKEXVHY RQ EULQJLQJ (+5V LQWR F
SUDFWLFIGIEQJISURNHQWLYHV IRU (+5 DGRSWLRQ UHGXFLQJ V
LQYHVWPHQW DQG SURPRWLQJ (+5 GLIIXVLRQ LQ UXUDO DQ
DUHDYV

X ,QWHUFRQQHFWKSK\YRBODRWQWHUV RQ EXLOGLQJ DQ LQWHU
LQIRUPDWLRQ LQIUBYW URGWR W KR S\OWDMHQW DQG FOLQLFI
DFFHVV WR FULWLFDO KHDOWK LQIRUPDWLRQ ZKHQ WUHDWF
7KH VWUDWHJILHV IRU UHDOL]LQJ WKEDVHR® @HMYWRYH IRVW
LQIRUPDWLRQ H[FKDQJH SUR MHMPOW KGHY RRUPDIVOLIRLD @ DIW/IZARC
DQG FRRUGLQDWLQJ IHGHUDO KHDOWK LQIRUPDWLRQ V\VWH

x 3HUVRQDOL]H RKIDWOWRDBPDIUHYROYHV XVLQJ KHDOWK ,7 WR Kt
PDQDJH WKHLU RZQ ZHOOQHVV DQG EHFRPH PRUH LQYROYH
GHFLVLRQV

X ,PSURYHWRBEXHOFOWKDO JRDO UHTXLUHV WKH WLPHO\ FRO
DQG GLVVHPLQDWLRQ RI FOLQLFDO LQIRUPDWLRQ WR LPSUR
GHOLYHU\ SXEOLF KHDOWK PRQLWRULQJ DQG ELRVXUYHLO
UHVHDUFK VOQOWKROOWUDMHVHDUFK ILQGLQJVY LQWR FOLQLFD
SUDFWLFH

7KH IUDPHZRUN LGHQWLILHY VHYHUDO SRWHQWLDO SROLF\ RSWI
DGRSWLRQ 7KH\ LQFOXGH

x UHJLRQDO JUDQWYVY DQG FRQWUDFWYV WR VWLPXODWH (+5V D
HFKDQJH V\VWHPV

LPSURYLQJ WKH DYDL\WB BIFDDOGM RRUWORS DGRSWLRQ

XSGDWLQJ IHGHUDO UNBHWRQ G KKNDRALBEQ\VHILQWHQWLRQD
WKH GHYHORSPHQW RI KHDOWK LQIRUPDWLRQ QHWZRUNYV

XVLQJ OHGLFDUH UHLPEXXWHPRIQWYVWR Q&EHZDUG WKH
IXQGLQJ OHGIRRTHIHRSDRDQFH GHPRQVWUDWLRQ SURJUDPV

Health IT Le'gimd 4X®bNgr ¢318 B

7KH OHGLFDUH BUHVFULSWLRQ 'UXJ ,PSURYHPHQW DQG ORGHUQ
BUHVLGHQW VLIJIQHG LOQWR ®DZ RQ 'HRHPEKIBBIG SURYLVLRQV IRU |
SUHVFULELQJ VWDQGDUGY 7KH ELOO UHTXLUHVY WKH VWDQGDUG
EXW DOVRW RPH GDPMMIWILRQ KLVWRU\ DQG GHFLVLRQWRXSSRUW IRU
GUXJ LQWHUDFWLRQV ,Q DGGLWLRQ WKH 00%$ FDOOHG IRU WKH
D FRPSUHKHQVLYH VWUDWHJ\ IRU WKH DGRSWDRRQ@WL&\G LPSOHPH
J)LQDOO\ WKH ELOO DXWKRUL]JHG ,7 JUDQWYV IRU SK\VLFLDQV DQ(
GHWHUPLQH KRZ WR LPSURYH WKH TXDO1DNE\ORU RPUGHWKJ RXJK W
VXPPDU\ RUWBBWHG SURYLVLRQV LQ WKH 00%$

,Q WKH&RQJUHVV WKH +RXVH DQG 6HQDWH SDVVHG FRPSHWLQJ
4XDOLW\ ,PSUR¥BPHOGW $FWVSLWH EURDG ELSDUWLVDQ VXSSRU\
QR IXUWKHU DFWLRQ WRRN SODFH EHIRUH DGM R WK®PHOQUD WO 'H
&RPPLWWHH RQ +HDOWK (GXFDWLRQ /DERU DQG 3HQVLRQV +(/
SDWLHQW VDIHW\ ELOO 6 /K 6.HF GSIDW M.HGGH © WD ¥ B O HW R KOHD & DWW\ L
VDIHW\ OHJLVODWLRQ LV LQWHQBSRBUWR GQR R K Q DRUIPW WH R'GR RXQQ
HUURUV E\ HYWDEOLVKLQJ IHGHUDO HYLGHQWLDU\ SULYLOHJH D
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LQIRUPDWLRQ )RU PRUH LQIRUPDWLRQ RQ WKH SDWLHQW VDIHW
+HDOWK &DUH 4 XDIXOLWLMH QA6 BRYHWY E\ 3AURPRWLQJ OHGLFDO (UUR

6 DOVR UHTXLUHV WKH ++6 6HFUHWDU\ WR DGRSW YROXQWDL
WKH HOHFWURQLF H[FKDQJH RI KHDOW R'DPQHIJ HY MR UFRDQWMLIRL H-G5
VLPLODU UHTXLUHPHQW DV ZHOO DV VHYHUDO DGGLWLRQDO KH
LQ 6 TKEEBRXMB ELOO DXWKRUL]J]HG KHDOWK ,7 JUDQWYV IRU &
PDQGDWHG WKH FUHDRUIPFDQVRRQ DHEHKGRORDISGYLVRUN %RDUG O

'XULQJ WERRQJUHVV ODZPDNHUV LQWURGXFHG D QXPEHU RI ELO
6 6 6 6 WR ERRVW IHGHUDO LQYHVWPHQW DQ
SURPRWHWURDDRARS5Y DQG WKH GHYHORSPHQW RI D 1+,, :LWK \
WKHVH PHDVXUHV DORRDARD Y DRQHNA RADOLMN\ LQFOXGHG GHYLV
PHDVXUHV RI SK\VLFLDQ SHUIRUPDQFHIBEBUARUGD @WKHP DV WKH
LQLWLDWLYHV &R DIWHQVW OB ZPDNHUV KDYH LQWURGXFHG WZR
5HSUHVHQWDWLYH *RQ]DOH] KDV LQWURGXFHG WKH 1DWLRQDO -
+ 5 DQG 6HQDWRU .HQQHG\ KDV UHKBWURGRZPIEG K +HD ®WK7
&DUH $FW7BEOFHRPSDUHY WKH LQFHQWLYHV LQDEDBR ®I WKRVH Ki
7DEO$URYLGH PRUH GHWDLOHG VXPPDULHV RI W KHKRHDMRUK SURY |
.7 ELOOV LQW UROQFGMERQ WKNVHY UHVSHFWLYHO\
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Table 1. Summary of Health Care Information Technology (IT) Provisions in the Medicare Modernization Act (PL.108-173)

Electronic Prescription Sta ndards
(Section 101)

Requires the Secretary to develop standards for the electronic prescribing of newly covered drugs under Part D (to baginl)2006). The
standards must provide for the transmittal of information on eligibility and benefits dingdormulary drugs), information on the drug being
SUHVFULEHG DQG RWKHU GUXJV OLVWHG LQ W-Hrth iSteraetionis)y svid \hférHaBdn oD thelaRa@abiity \ddwRed
cost, therapeutically appropriate alternative drugdditionally, the standards must accommodate the messaging of information about appropri
prescribing of drugs to avoid adverse drug interactions and allow a beneficiary (consistent with their prescription griggge#aignate a particular
pharmacyR GLVSHQVH D SUHVFULEHG GUXJ )LQDOO\ WKH SURJUDP PXVW SURYDR$IBEsUrR L
of information must meet the requirements of the HIPAA privacy rule and, to the extent feasible, be on an ineenaaiime basis. Requires the
Secretary to promulgate initial standards by September 1, 2005. Prior to the promulgation of final standards, the Segsttmyeminto voluntary
agreements with physicians and pharmacies to conduct a pilot projectglf€i06 to test the initial standards. The Secretary must then evaluate
pilot project and report to Congress not later than April 1, 2007. Based on the evaluation and not later than April 11129@@cretary must
promulgate final standards to takéect within one year. Also, requires the Secretary to establish a safe harbor from penalties under the anti
kickback statute (42 U.S.C. 1320&(b)) and an exception to Medicare limitations on physiciarreggdfral (42 U.S.C. 8395nn(e)) for the provisn
of hardware, software, and other technology and training services used in electronic prescribing. That would allow, fée,exaogpital to
provide such technologies and services to its medical staff, and Medicare Advantage plans to providdsaldyies and services to pharmacies
and prescribing health care providers. [Note: CMS, ahead of schedule, released its propogaigfecrébing standards on January 27, 2005. The
proposed rule was published in theederal RegistEebruary 4, 2005.]

Grants to Physicians to Implement
Electronic Prescription Programs
(Section 108)

Medicare Care Management
Performance Demonstration
(Section 649)

Chronic Care Improvement Under
Medicare Fee -for -Service (Section
721)

Authorizes the Secretary to make grants to physicians to help defray the costs of purchasing and installing compute(isyisteimg handheld
devices), upgrading existingsgems, and providing education and training to staff on the use of technology to implement an electronic prescri
program. Requires the Secretary to give preference to physicians who serve a disproportionately large Medicare popuatibas phgicians
who serve rural or medically underserved areas. Requires grantees to provide a 50% matching contribution to cover ah tiférnptementing
their electronic prescribing program. Authorizes $50 million for FY2007, and such sums as may berpdoe§3€2008 and FY2009.

Requires the Secretary to establish a thmgsar demonstration program with physicians to meet the needs of beneficiaries through the adoptic
use of health ITand evidencédased outcome measures to promote continuity of care, help stabilize medical conditions, prevent or minimize ¢
exacerbations of chronic conditions, and reduce adverse health outcomes. Authorizes four demonstration sites: two urbarglpaed one in a
state that meets certain specifications (most likely Arkansas). Physicians must meet certain practice standards, incbdingtthestablish and
maintain health IT systems. Directs the Secretary to pay a per beneficiary amourdht@adicipating physician who meets or exceeds specific
performance standards regarding clinical quality and outcomes.

Requires the Secretary to develop, test, implement and evalueleanic care improvement program (CCIP) to improve the quality of care for
beneficiaries living with chronic illnesses by helping them manage their conditions and encouraging better coordindtstieetsethe Secretary
within 12 months to enter intanitial threeyear contracts with various chronic care improvement organizations, including disease manageme
organizations, health insurers, physician group practices and other entities the Secretary deems appropriate. Requirsdéleictemonic care
improvement plan include the use of monitoring technologies that enable patient guidance through the use of decisiotcigppand the
development of a clinical information database to track and monitor each participant across settings and evtdaateso Requires independent
evaluation of the initial contracts based on the following factors: quality improvement measures; beneficiary and ptsfatgiosa health
outcomes; and financial outcomes (including cost savings). Subsequent to tla¢i@valne Secretary can expand the CCIP or choose to implem
the program on a national basis. Expansion cannot begin earlier than two years after the initial program is undertakefatandiren six months
after the initial program is completed. Aurizes such sums as may be necessary for the CCIP, not to exceed $100 million over three years.
Information on the CCIP is availablefdtp://www.cms.hhs.gowledicarereformécip
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Commission on  Systemic Requires the Secretary to establish a Commission on Systemic Interoperability to develop a comprehensive strategy fptitimesaab

Interoperability (Section 1012) implementation of health care IT standards. Members of the Commission aredpp@nted by the President, the Senate Majority and Minority
Leaders, and the House Speaker and Minority Leader. In developing its strategy, the Commission must consider the costfitarad the
standards, the current demand on industry resourcesmplement these and other electronic standards, and the most-effsttive and efficient
PHDQV RI LPSOHPHQWDWLRQ 7KH &RPPLVVLRQ PXVW UHSRUW WR WKH 6HFtéisWADU\ |
http://www.nlm.nih.gowesitsi_home.html
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Table 2. Comparison of Bills to Encourage the Adoption of Health Information Technology (IT)

108th Congress

Federal coordination
and leadership

Interoperability
standards

Grants, loans, and loan
guarantees

Federal
reimbursement

Insurance mandates

Legal barriers

Research

H.R. 4880 (Kennedy, P.)

Requires the Secretary to provide technical assistar
on the creation of regional health information
infrastructures.

Directs the Secretaries of HHS, DOD, and Vased
on the recommendations of a working group, to ado
health IT standards.

Authorizes $55 million for FY2005, and $167 million
for each of FY200&Y2008, for grants to establish
regional health information infrastructures. Authorize
$400 million each year for FY2049¢2013 to
maintain/upgrade existing networks and establish ne
ones. Authorizes loans to provide additional funding
grantees.

Directs the Secrtary to adjust Medicare payments to
providers who use health IT and to provide matching
Medicaid payments to states that fund regional heal
IT networks.

No provisions.

Creates a safe harbor from penalties under the anti
kickback statute and an exception to Medicare
limitations on physician se#ferral for the provision
of health ITequipment and services.

No provisions.

S. 2003 (Clinton)

Establishes an HHS Office of National Healthce
Information Infrastructure to develop NHII
strategic plan.

Directs the Secretary to adopt national, voluntai
health IT standards.

Authorizes $20 million for each of FY2004 and
FY2005 for grants to hospitals and other
providers to pay for health IT systems. Requires
50% matching funds.

No provisions.

No provisions.

No provisions.

Instructs AHRQ and NIH to conduct and suppot
research on the use of IT in improving health
care.

S. 2710 (Gregg)

Establishes an HHS Office of Health Information
Technology to advise the Secretary, direct all IT
activities within HHS, and implement a NHII stratec
plan.

Directs the Office to adopt national, voluntary healt

IT standards.

Authorizes $50 million each yeamrfFY2005FY2010
for grants to establish local health information

infrastructures and to purchase health IT systems.
Requires 20% matching funds. Authorizes the sam
amount for loan guarantees for the same purposes

Requires a review of federal reimbursement for
providers that utilize health IT system

No provisions.

No provisions.

No provisions.

108th Congress

109th Congress

S. 2421, Title | (Kennedy)

H.R. 747 (Gonzalez, C.)

S. 16, Title Il (Kennedy)

CRS-11



Federal coordination
and leadership

Interoperability
standards

Grants, loans, and loan
guarantees

Federal
reimbursement

Insurance mandates

Legal barriers

Research

No provisions.

Directs the Secretary to adopt national health IT
standards.

Authorizes such sums as may be necessary for grar
loans, and loan guarantees to install and implement
clinical IT systems that meet national standards.
Requires 10% matching funds for grants to commur
health centers, and 20 matching funds for grants to
other non-profit health care facilities and for physicia
practices.

Mandates increases in federal health program
reimbursement for providers who implement clinical
IT systems consistent with national standards and w
carry out quality improvement activities. Mandates
decreases in reimbursement for providers who fail tc
meet those requirements.

Requires group health plans and insurers to implem
computerized systems for claims processing (with
reaktime detection of fraud and abuse), and for
making information about benefits and claims availa
to patients electronically. Reiires the Secretary to
establish pajor-performance standards and provide:
for health care payers to increase payments to
providers that meet the standards.

No provisions.

No provisions.

Establishes an Office of the National Coordinatc
for Health Information Technology within the

Executive Office of the President to be headed
aDirector who reports directly to the President.

Directs the Secretary to adopt and test national
health IT standards.

Authorizes such sums as may be necessary for
grants and revolving loans for small health care
providers to acquire EHRs and other health IT.
Creates a tax redit for physicians who acquire
EHRs and other health IT, equal to 10% of the
amounts paid during the taxable year.

Instructs the Secretary to provide Medicare
payment incentives to help small providers
acquire EHRs and other health IT, suchaaldon
payments for office visits supported by health I1
and payments for-enail consultations.

No provisions.

No provisions.

No provisions.

Establishes an Office of Health Information
Technology within the Executive Office of the
President to advise the President, direct all health |
activities within the federal government, and
implement a NHlktrategic plan.

Directs the Office to adopt national, voluntary healt
IT standards.

Authorizes such sums as may be necessary for
FY2006FY2011 for grants and loan guarantees to
establish local health information infrastrus and
to purchase health IT systems. Requires 20%
matching funds for IT grants.

Mandates recommendations and an implementatio
plan for changes to federal reimbursement and
payment structure to promote the adoption of healt
IT.

No provisions.

No provisions.

No provisions.

CRS-12



Table 3. Summary of Health Information Technology (IT) Legislation Introduced in the 108 th Congress

Bills passed by the House and Senate

Patient safety: reporting
medical errors

Medicare IT grants

National Health Information
Infrastructure (NHII), health
IT standards

Health IT grants and loans,
standards, legal safe harbor,
Medicare reimbursement,
Medicaid federal match, cost -
effectiveness research,
outcomes and quality,
practitioner performance

H.R. 663 (Bilirakis) Patient Safety and Quality Improvement Act. On March 12, 2003, the House passed H.R. 88Rept. 10828) on a vote of
4186. H.R. 663 was intersdl to encourage the voluntary reporting and analysis of medical errors by protecting such information from legal disabve
admission in civil and administrative proceedings, and from Freedom of Information Act (FOIA) requestsill would have reqeed the Agency for
Healthcare Research and Quality (AHRQ) to certify patient safety organizations (PSOs) to collect and analyze informataxhbe@alth care
providers. PSOs would then develop and disseminate recommendations for syseat solutins to improve patient safety and health care quality. H.
663 also would have required AHRQ to develop voluntary national standards to promote the interoperability of health ITssystaddition, the bill
would have authorized grants to physicians aodpitals for electronic prescribing and other information technology to prevent errors. Finally, H.R. 6!
would have created a Medical Information Technology Advisory Board to make recommendations to HHS and Congress on fus@evejdpment and
useof health IT to reduce medical errors.

S. 720 (Jeffords) Patient Safety and Quality Improvement Act. On July 23, 2003, the Senate Health, Education, Labor, and Pensions (HELP)
Committee approved S. 72@(Rept. 10896), which was broadly similar to the House measure. On July 22, 2004, the Senate took up H.R. 663, stri
language approved by the House and substituted it with an amended version of S. 720, then passadtine by unanimous consent. Unlike H.R. 663
passed by the House, the Senate version did not include health IT grants or the establishment of a Medical Informatidogyestivisory Board. There

was no further action on patient safety legislatioritia 108" Congress. For more information, see CRS Report RL318&&|th Care Quality: Improving

Patient Safety by Promoting Medical Errors Reporting

Introduced Bills (No legislative activity)

H.R. 3035 (Houghton), S. 1729 (Graham, B.) Medication Error Reduction Act.  Authorizes grants to hospitals and Medicare nursing homes,
known as skilled nursing facilities (SNFs), to purchase or improve computerized systems that help reduce medicatiomeét@goaide education and
trainingto staff on patient safety programs. The bill sets aside 20% of the funds for rural providers. Hospitals and SNFs whopeal¢éons include a
high percentage of Medicare, Medicaid, and SCHIP beneficiaries are to be given special consideratioardirengrants. Grant awards may not excee
$750,000 for hospitals, and $200,000 for SNFs. Authorizes appropriations from the Medicare Part A Trust Fund of $93enifiéam for FY2004-Y2013
for making grants to hospitals, and $4.5 million per yeagrdhe same period for making grants to SNFs.

H.R. 2915 (Johnson, N.) National Health Information Infrastructure Act. Instructs the Secretary to appoint a National Health Information Offic
for a fiveyear term to provide national leadership for the development of a NHII. Requires the Officer, within six months, to devthpsirategic plan,
followed by an assessmtasf best practices in the development and purchase of medical IT, as well as recommendations for health data standards
achieve interoperability of health IT systems. Directs the Secretary, based on those recommendations, to adopt voluitiaay heslth data and
communications standards.

H.R. 4880 (Kennedy, P.) Quality, Efficiency, Standards, and Technology for Health Care Transformation Act. (1) Authorizes the Secretary
to award up to 20, fowr\HDU "3KDVH ,p JUDQWY WR KHDOWK LQIRUPDWLRQ LQIUDVWUXFWXUH RUJ
informaion network, based on a regional health IT plan approved by the Secretary. Authorizes the Secretary, after four yeaBU@aw 3 KDV H
states that agree to fund such organizations to maintain and upgrade existing networks and developsi&uihrogizes the Secretary, after four more
\HDUV WR DZDUG "3KDVH ,,,p PDLQWHQDQFH JUDQWYV WR VWDWHYV LaheEvwirk FReqirds teH D V W
Secretary to provide technical assistance on the creatioreafth information infrastructures and directs AHRQ to establish a national technical assis
center to help physicians (especially in small practices) adopt health IT and participate in regional networks. Re@e@stdmy to establish a program
for certifying regional health information infrastructures. Authorizes $55 million in FY2005, and $167 million for each@8-FY2008 for Phase | grants
$400 million for each of FY20e@Y2013 for Phase Il grants; and such sums as may be necessary0fb4 BW@& each subsequent fiscal year for Phase Il
grants. (2) Directs the Secretaries of HHS, DOD, and the VA, within one year and after considering the recommendationsrkihg &roup convened
by the HHS Secretary, to adopt interoperability standamtshfealth IT systems. Specifies the membership of the Working Group and requires it to
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NHII, standards, health IT
grants, chronic disease care,
prescription dr ug
effectiveness, quality
measures, pay-for -
performance, use of health
information by providers and
patients

formulate recommendations on: components of electronic medical records; clinical data exchange and terminologies; metkdgekrepresentation;
computerized physiciaorder entry; and privacy and security. Authorizes $5 million for FY2005 and for FY2006, and $2 million for FY2007 and eac
subsequent fiscal year. (3) Authorizes the Secretary to make loans to Phase | and Phase Il grantees, with a repaynoénfteridtlyears, to provide
additional funding for activities covered under the grants. (4) Creates a safe harbor from penalties underitieklbatk statute (42 U.S.C. §132Z0&(b))
for equipment and services provided for developing or implementing ahhiedédtrmation infrastructure under this Act, as long as the provision of such
equipment and services is not based on the amount or value of business between the parties. (5) Creates an exceptioarn® IMetditions on physician
selfreferral (42 U.S.C§1395nn(e)) for equipment and services provided for developing or implementing a health information infrastructure urfset t
as long as the provision of such equipment and services is not based on the amount or value of business between ti(@) dastiests the Secretary to
make adjustments in Medicare payments to providers who participate in a certified health information infrastructure, aewfidaimprove the quality
and accuracy of clinical decisions. (7) Instructs the Secretary ke matching Medicaid payments to states that provide funding for an approved regic
KHDOWK ,7 SODQ ODQGDWHV D IHGHUDO PDWFK GXULQJ WKH ILUVWWWRBHN SHI/VUHD RF
Medicare Modernizadn Act (seeTable 1) to include research on costffectiveness, and to require that AHRQ adopt and implement the priorities
established by the Consortiufior Health Outcomes Research Priorities. Authorizes $150 million for FY2005, $250 million for FY2006, $400 million
FY2007, $750 million for FY2008, $1 billion for FY2009, and such sums as may be necessary for each fiscal year thdbaaites. AHRQ and the
Institute of Medicine (IOM) to establish a Consortium for Health Outcomes Research Priorities. (10) Instructs AHRQ), ioratittetowith the National
Library of Medicine, to establish a Center for Clinical DecisBupport Technology to enableealth care providers more efficiently and rapidly to embec
knowledgebased elements in their clinical information systems. Authorizes $2 million for FY2005, and such sums as may be neeesdafisdat year
thereafter. (11) Instructs AHRQ to fund solarships for study in health care quality and patient safety. Authorizes $2 million for FY2005, and such s
may be necessary for each fiscal year thereafter. (12) Requires the Consortium, within one year, to identify priorige®lopidg, iderfiying, and
endorsing standardized measures of health care provider performance. Requires the Consortium to update the prioritigsamhhalve them endorsec
by the National Quality Forum (NQF). (...continued)

(13) Requires the Secretary, within 18 ntbs, to establish a claintmsed practitioner performance database (to be discontinued after 10 years) to rec
de-identified Medicare claims data andidentified claims data voluntarily submitted by group health plans (group health plans thatswuimidata are
granted access to all recent Medicare claims data submitted to HHS). Requires the Secretary annually to use the dat@mbateetd measure the
performance of physicians and hospitals, based on-&@forsed performance measures. After fgears, mandates that all group health plans submit ¢
identified claims data to the database. (14) Requires the Secretary, within 18 months, to establish-badi@itptactitioner performance database to
receive deidentified data voluntarily subméttl by providers. Requires the Secretary annually to use the data in the database to measure the perforn
of physicians and hospitals, based on N€pigorsed performance measures. (15) Requires the Secretary to make publicly available the provider
performance measurements prepared from both databases. (16) Authorizes the Secretary to use the provider performance measurema&ptpdg
for-performance adjustments to Medicare payments. Directs the Medicare Payment Advisory Commission to make annualméattomsi©n such pay
for-performance adjustments. (17) Directs AHRQ, within 54 months, to conduct a study comparing the two practitioner perforrataizases and
report to Congress.

S. 2003 (Clinton) Health Information for Quality Improvement Act. (1) Establishes an Office of National Healthcare Information Infrastructur
headkd by a Director who reports directly to the Secretary, to develop an NHII strategic plan in collaboration with variousigkddes. (2) Instructs the
Secretary within two years to adopt national, voluntary health data and communications standards tieptbeninteroperability of health IT systems. (G
Authorizes AHRQ to award grants to hospitals and other providers to pay for health IT. Establishes grantee reporting rentsir@na requires the
Secretary to report to Congress on the grant program. Grees must provide at least 50% matching funds. Authorizes $20 million for FY2004 and fc
FY2005. (4) Instructs AHRQ and NIH to establish a Medical Systems Safety Initiative to conduct and support researcheoof tiieiugmproving and
advancing healtbare. Requires the National Committee for Vital and Health Statistics to assist the Secretary in the development of atitentic
standards for health records. Requires the Secretaries of HHS, DOD, and VA to implement and evaluate methods that esratsléopaticess and
append their electronic medical record. Directs AHRQ to award grants for research on innovative approaches to improve\pat¥® GHUV WD Q
electronic health record. Authorizes $5 million for such grants for FY2004, and sumk as may be necessary for each fiscal year thereafter. (5) Proh
group health plans and health insurers that offer coverage in both the group and individual markets from discriminatingdigainals that participate ir
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approved clinical trialgnd from denying or limiting the coverage of routine patient costs for items and services furnished in connection wibapiartic
in such trials. (6) Directs AHRQ to award grants for research on primary care for older patients with multiple chroriticna. Authorizes $10 million
for FY2004, and such sums as may be necessary for each fiscal year thereafter. (7) Directs NIH, in coordination with AHB& smdonduct research
on the effectiveness of certain prescription drugs and provide a progegast to the President and Congress every two years. Authorizes $75 million
FY2004, and such sums as may be necessary for each fiscal year thereafter. (8) Requires AHRQ, in consultation witlesifiedustaeholders, to
evaluate and update quaw\ LQGLFDWRUV IRU HDFK RI WKH ,20-V S UL R U L WAutbhdiiz¢ 3412 IrRillibnLfér SYPBROY H
and $8 million for each fiscal year thereafter through FY2009. (9) Requires CDC and AHRQ jointly to award demonstrati®fogitiet reporting of
health care quality information at the community level. Authorizes $25 million for FY2004, and such sums as may be faceashrfiscal year
thereafter. (10) Requires AHRQ to conduct demonstration programs for the collectiareldble data on patient race, ethnicity, and linguistic preferen
Authorizes $5 million for FY2004 and for FY2005. (11) Mandates an IOM study on developing and disseminatingbasddmuactice guidelines for
health care. (12) Mandates an IOM stuatyperformancebased payment incentives, including payment under Medicare. (13) Requires AHRQ to sup
research and demonstration programs on using commthéised and voluntary public and private organizations to disseminate information about he:
cae quality to consumers. Authorizes $4 million in FY2004, and $2 million for each fiscal year thereafter. (14) Requireto/eR€ grants for
research to promote patient engagement in their care.

S. 2421 (Kennedy) Health Care Modernization, Cost Reduction, and Quality Improvement Act. (1) Authorizes grants, loans, and loan
guarantes for federally qualified health centers, hospitals, SNFs, group practices and other nonprofit health facilitiesaadnistallement clinical IT
systems that meet national interoperability and security standards. Matching funds are required t® aegeint: 10% for community health care center:
and 20% for other noprofit health care facilities and for group practices. Requires the Secretary, in consultation with various stakehottersiaje or
adopt national standards by January 1, 2006ulResjthe Secretary by January 1, 2007, and annually thereafter, to review and consider modification
standards. Authorizes such sums as may be necessary. (2) Mandates increases in federal health program reimbursemedetSavhpariplement
clinical IT systems consistent with the national standards, and who carry out quality improvement activities as definedtinribeeAses begin in 2005
and are equal to 1% of reimbursement, decreasing to 0.2% of reimbursement in 2009. Mandates deciedeses frealth program reimbursement for
larger providers who fail to implement clinical IT systems and carry out such quality improvement activities. Decreasa2bé&@iand are equal to 0.2%
of reimbursement, increasing to 1% of reimbursement inl2@2) Requires group health plans and health insurers that offer coverage in both the gro
and individual markets, by December 31, 2008, to implement computerized claims processing systems (with an accurasty9$%tded the ability in
real time todetect fraud and abuse). Requires group health plans and insurers, by December 31, 2008, to adopt a computerized systemnghather
things, provides consumers with information about their account and permits them to make deductible astiamasgpayments electronically, and
enables providers to receive claims payments electronically. (4) Requires the Secretary, within two years and in congthtétiemNational Quality
Advisory Council (see below) and others, to establish quality standard=ifmbursing health care providers (i.e., gay-performance standards).
Requires payers to increase payments to providers who attain the quality standards, and permits payers to reduce reimiiarpeavéaers who fail to
meet the standards. If a pralér believes it can provide higher quality care at lower cost but that doing so would reduce the amount of reimburseme
that would otherwise be available to the provider, the payer involved is required to enter into good faith negotiatiorthevitfovider to reach
agreement on an alternative payment system. (5) Authorizes CDC to award grants to states to implement a comprehensiveiplagtés control and
prevention. Authorizes CDC, in collaboration with AHRQ, to award grants to states to apply evéleased best practices (identified by the Secretary)
for diabetes care and prevention. Authorizes $50 million for FY2005, and such sums as may be necessary faf 2@M6Authorizes $15 million for
FY2005, and such sums as may be necessary for FRXAID9, to fund a national diabetes education program. (6) Authorizes such sums as may be
necessary for FY2005Y2009 to fund grants to states to implement a comprehensive arthritis control and prevention plan. Authorizes such sagns a
be necessary foFY2005FY2009 to fund grants to national public or private nonprofit entities to help implement a national arthritis control arethfioa
strategy. Authorizes such sums as may be ssagy for the Secretary tonplement a national arthritis educationqgram. (7) Authorizes such sums as
may be necessary for FY206%2009 to fund grants to states to implement stroke care systems that providegbigiity prevention, diagnosis, treatmenti
and rehabilitation. (8) Authorizes grants and other programs to imnpraccess to and the provision of culturally and linguistically appropriate care for
patients whose primary language is not English. Requires the Secretary to provide additional Medicare payments forrallgtacdltinguistically
appropriate servicesRequires Medicaid and SCHIP programs to cover 90% of the costs of providing those services. (9) Establistesslzd Blational
Quality Advisory Council, appointed by GAO, to identify national aims and objectives for health care quality improvenmeakamdcommendations to
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Congress and the public. (10) Requires group health plans and health insurers that offer coverage in both the groupdarad imnalicets to cover
preventive health care items and services, as recommended by the U.S. PreventivesSEask Force. (11) Authorizes such sums as may be necessa
FY2005FY2010 to carry out various programs to (i) encourage health diets, and (ii) increase physical activity in schools, wanrlist@m®munities. (12)
Authorizes such sums as may becessary for FY2006Y2009 to carry out various programs to improve immunization rates for adults and adolescen
(13) Authorizes such sums as may be necessary for FYRY2B09 to carry out various programs to raise public awareness about oral healtb and
improve the delivery and quality of oral health among adults, including those with intellectual disabilities or chroséc disea

S. 2710 (Gregg) National Health Information Techno  logy Adoption Act. (1) Establishes within HHS an Office of Health Information Technolo
to: advise the Secretary on health IT; direct all health IT activity within the Department; work with public and privaitel hethkeholders to implement ¢
strategec plan for establishing a NHII; and ensure that health IT is utilized in health surveillance. Instructs the Secretaipta &ppector to head the
Office. Directs the Office to encourage the development and adoption of health IT standards and wotkevjtrivate sector to collect and disseminate
best health IT practices. Directs the Office to coordinate with AHRQ and other federal agencies to evaluate the costseditsl bielnealth IT, including it:
impact on the quality and efficiency of patieate; and review federal reimbursement for health care providers that utilize health IT systems. (2) Reg
the Director, within two years and in collaboration with private sector stakeholders, to adopt national standards to eealttelf to be used irlinical
settings, to promote the interoperability of clinical information across health care settings, and to facilitate the liieadfdecision support. Adoption of
such standards by the private sector would be voluntary. Beginning five yearsraftement, prohibits the Secretary from purchasing a health IT syste
that is not in compliance with the standards and requires recipients of federal health IT funds to purchase systemstmpkaat with the standards.
(3) Provides federal loan guartees: (i) to enable networks of physicians, hospitals, and group health plans and other insurers to develop local hea
information infrastructures (LHII) for sharing data; and (ii) to enable health care providers that work wiihdome and underseed populations to
purchase health IT systems capable of linking to an LHII. Authorizes $50 million for each of fF¥201®. No principal of a loan guarantee may excee
$5 million, and in any given 4@onth period no amount disbursed to an eligible entitgay exceed $5 million. (4) Authorizes grants: (i) to networks of
physicians, hospitals, and group health plans and other insurers to develop LHIIs for sharing data; and (ii) to heedtridznsetpat work with low
income and underserved populationspiarchase health IT systems capable of linking to a LHII. Requires grantees to provide matching funds to cou
least 20% of the costs of the IT project for which the grant was awarded. Authorizes $50 million for each of F2ZDED. (5) Requires eriét that
receive a grant or loan guarantee to submit an annual report to the Director describing the financial costs and berefifroject and its impact on
health care quality and safety. Permits the Director to give preference in awarding grdritmarguarantees to entities that agree to submit reports
electronically on a daily basis. (6) Requires the Secretaries of HHS, Defense, and VA, by January 1, 2009, to developalthifcene quality measures
for a total of 15 common health conditioremd to establish requirements for federally supported health care delivery programs to report those qualit
measures. Requires the Secretaries to provide for the pooling, analysis, and dissemination of reported quality datatiReldti&Secretary terovide

a progress report to Congress within two years. Following submission of the report to Congress, requires the Secretaryhnéthiyears to publish final
regulations on reporting uniform health care quality measures. (7) Requires the Secretarguie that demographic data collected under Medicare are¢
accurate and available for inclusion in the National Health Disparities Repod to promote and enforce state demographic data collection and repor
requirements under Medicaid and SCHIP andure that those data are also available for inclusion in the National Health Disparities Report.

S. 2907 (Dodd) Information Technology for Health Care Quality Act. (1) Establishes within the Executive Office of the President an Office of
Health Information Technology to: develop a national strategy for creating a NHII; advise the President on health 1&l theadth IT activity within the
federal government; wid with public and private health IT stakeholders to implement the national strategy; and ensure that health IT is utilezdthi
surveillance. Instructs the President to appoint a Director to head the Office. Requires federal agencies to seelp@ffica & order to adopt significan:
new health IT policies. Directs the Office to encourage the development and adoption of health IT standards and work wiitvatieesector to collect
and disseminate best health IT practices. Directs the Office twainate with AHRQ and other federal agencies to evaluate the costs and benefits of
health IT, including its impact on the quality and efficiency of patient care, and review federal reimbursement for feepithvickers that utilize health IT
systems. Rguires the Director within six months to make recommendations to the President and the Secretary on changes to federaksesimebtiand
payment structures to encourage the adoption of health IT. Requires the Secretary, within 90 days of receivingrtireaedations, to provide Congres:
with an implementation plan. (2) Requires the Director, within two years and in collaboration with private sector stakshtddsdopt national standards
to enable health IT to be used in clinical settings, to promoteittieroperability of clinical information across health care settings, and to facilitate the
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of clinical decision support. Adoption of such standards by the private sector would be voluntary. Beginning one yeandtiedsare adopted, prohibits
the Secretary from purchasing a health IT system that is not in compliance with the standards and requires recipientd begdteld funds to purchase
systems that are compliant with the standards. (3) Provides federal loan guarantees: (i) to etvabtksnef physicians, hospitals, and group health plar
and other insurers to develop local health information infrastructures (LHII) for sharing data; and (ii) to enable hegttoeiters to purchase health IT
systems capable of linking to a LHIltlasts the Director to give special consideration to applicants servingitos@me and underserved populations.
Authorizes $250 million for each of FY20852010. No principal of a loan guarantee may exceed $5 million, and in any givemtt2period no anount
disbursed to an eligible entity may exceed $5 million. (4) Authorizes grants: (i) to networks of physicians, hospitatsimhdadth plans and other
insurers to develop LHIIs for sharing data; and (ii) to health care providers that work witlinoeme and underserved populations to purchase health
systems capable of linking to a LHII. Requires grantees to provide matching funds to cover at least 20% of the coStpafjdut for which the grant
was awarded. Authorizes $250 million for éaof FY2005-Y2010. (5) Requires entities that receive a grant or loan guarantee to submit regular repo
the Director describing the financial costs and benefits of the project and its impact on health care quality and safétiyin@8 months, rguires the
Secretaries of HHS, Defense, and the VA, in collaboration with other specified groups, to develop uniform health cammeasilitgs for each of the
,20-V SULRULW\ DUHDV IRU LPSURanH te Establish rquiréhizdsifederal stppbixeD ekl tare delivery programs to
report those quality measures. Mandates full implementation of all quality measures and reporting systems within ortgiedegélopment. Requires
the Secretaries to provide for the poolinghalysis, and dissemination of reported quality data. Requires the HHS Secretary to evaluate the developi
and reporting of quality measures and report to Congress within one year. Following submission of the report to Congréisss te@ Secretary witin
one year to publish final regulations on reporting uniform health care quality measures.
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H.R. 663 was reported (as amended) by the Energy and Commerce Committee on Mar. 6, 2003. The Ways and Means Committeesapiteovegislation (H.R. 87H.Rept. 108

31) on Mar. 11, 2003. While the Ways and Means bill would amend the Medicare statute and apply only to hospitals and titearbdatilities and theemployees that provide

health care services under Medicare Part A, the Energy and Commerce measure would amend the Public Health Service (RH&\vAdiraader coverage. H.R. 663 would apply to

any individual or entity licensed to provide health cagevices. Following negotiations between members of both panels, it was agreed that the new law should be written into the PHS
Act and that the Energy and Commerce bill (H.R. 633) would be brought to the floor for consideration by the full House.
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Table 4. Summary of Health Information Technology (IT) Legislation Introduced in the 109 th Congress

Bills approved by Committee

Patient Safety: reporting
medical errors

NHII, standards, Medicare
reimbursement, health IT
grants and loans

NHII, standards, health IT
grants and loan guarantees,
quality measures

S. 544 (Jeffords) Patient Safety and Quality Improvement Act. On March 9, 2005, the Senate Health, Education, Labor, and Pensions (HEL
&RPPLWWHH DSSURYHG 6 ZKLFK L:paskad mhéawile RD OWR 5@40svinkendeldidJendoéra® thanvdporting and ans
of information on medical eors by designating such information as confidential and protecting it from legal discovery and admission in civil,
administrative, and criminal proceedings (unless a judge determined that the information contained evidence of a wantaimahalct todirectly

harm the patient) and from Freedom of Information Act (FOIA) requests. Information on medical errors would be reporteddntfSatfety
Organizations (PSOs), which would analyze the information and develop and disseminate recommendatiomsfebayst solutions to improve
patient safety and health care quality. S. 544 also would require the Agency for Healthcare Research and Quality (AH&DYttuadary national
interoperability standards. For more information, see CRS Report RL318&8th Care Quality: Improving Patient Safety by Promoting Medical Erri
Reporting

Introduced bills (No legislative activity)

H.R. 747 (Gonzalez) National Health Information Incentive Act of 2005. (1) Establishes within the Executive Office of the President an Offi
of the National Coordinator for Health Information Technology (ONCHIT), headed by a Director who responds directly to trsidere.(2) Within

two years, requires the Secretary, through ONCHIT and in collaboration with the Commission on Systemic Interoperabitityptarel IT standards
developed by accredited standard setting organizations to support the creation of an NHIIrd®etpei Secretary to consult with national organizatior
representing all the major stakeholders and rely on the recommendations of the National Committee on Vital and HealibhsSttistidards must be
consistent with the HIPAA privacy and security raled must not impose an undue administrative and financial burden on medical practice, partict
small physician and rural practices. Requires the Secretary to conduct-geavqilot program at facilities throughout the country to test the
effectivenes and impact of the trial standards. Within one year of completing the pilot program, requires the Secretary to assesgrém and report
to Congress. Authorizes the Secretary to modify the standards as appropriate. Requires individuals and feattities EHRs and health IT to comply
with the modified standards not later than two years after they are adopted. Small health plans and small providersef(servfewer than 25 full
time equivalent employees) have an additional year to complyng8lcts the Secretary to provide Medicare payment incentives to help small prov
acquire EHRs and other health IT, such as-adghayments for office visits supported by health IT, and paymentstmasieconsultations. Exempts
incentive paymentsdm budget neutrality under the physician fee schedule. (4) Authorizes grants and revolving loans for small health cars frovi
acquire EHRs and other health IT. Authorizes such sums as may be necessary for such grants and loans. (5) Creates fatghgsadans who
acquire EHRs and other health IT, equal to 10% of the amounts paid during the taxable year.

S. 16 (Kennedy) Affordable Health Care Act. (1) Establishes within éhExecutive Office of the President an Office of Health Information
Technology to: develop a national strategy for creating a NHII; advise the President on health IT; direct all healthyl Wiltivthe federal
government; work with public and privatesalth IT stakeholders to implement the national strategy; and ensure that health IT is utilized in health
surveillance. Instructs the President to appoint a Director to head the Office. Requires federal agencies to seek Otiicd apprder to adopt
significant new health IT policies. Directs the Office to encourage the development and adoption of health IT standamt& avithwthe private sector
to collect and disseminate best health IT practices. Directs the Office to coordinate with AHRQ ard fettteral agencies to evaluate the costs and
benefits of health IT, including its impact on the quality and efficiency of patient care, and review federal reimbucsérealihfcare providers that
utilize health IT systems. Requires the Director witlir months to make recommendations to the President and the Secretary on changes to fed:
reimbursement and payment structures to encourage the adoption of health IT. Requires the Secretary, within 90 daysrgj teeeiv
recommendations, to provide G@ress with an implementation plan. (2) Requires the Director, within two years and in collaboration with private
sector stakeholders, to adopt national standards to enable health IT to be used in clinical settings, to promote the riakglitypef clincal information
across health care settings, and to facilitate the use of clinical decision support. Adoption of such standards by ¢rseptoratvould be voluntary.
Beginning one year after standards are adopted, prohibits the Secretary from pugchdsalth IT system that is not in compliance with the standart
and requires recipients of federal health IT funds to purchase systems that are compliant with the standards. (3) Pdevaldsae guarantees: (i) to
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enable networks of physicians, hdsgs, and group health plans and other insurers to develop local health information infrastructures (LHII) for sh
data; and (i) to enable health care providers to purchase health IT systems capable of linking to a LHII. Instructstihret®@gie special
consideration to applicants serving lemcome and underserved populations. Authorizes such sums as may be necessary for each 6FF2ZRQQ6N0
principal of a loan guarantee may exceed $5 million, and in any givewrith period no amount disursed to an eligible entity may exceed $5 million.
(4) Authorizes grants: (i) to networks of physicians, hospitals, and group health plans and other insurers to develop sh#limf data; and (ii) to
health care providers that work with loincome an underserved populations to purchase health IT systems capable of linking to a LHII. Requires
grantees to provide matching funds to cover at least 20% of the costs of the IT project for which the grant was awardedzésittuch sums as may
be necessarfor each of FY2006Y2011. (5) Requires entities that receive a grant or loan guarantee to submit regular reports to the Director
describing the financial costs and benefits of the project and its impact on health care quality and safety. (6) Witmth4 8retuires the Secretaries
of HHS, Defense, and the VA, in collaboration with other specified groups, to develop uniform health care quality medsutdf¢- K R1 WKH
priority areas for improvement in health care qualignd to establish reqrements for federally supported health care delivery programs to report
those quality measures. Mandates full implementation of all quality measures and reporting systems within one yeaeeélitygineht. Requires the
Secretaries to provide for the maing, analysis, and dissemination of reported quality data. Requires the HHS Secretary to evaluate the developr
reporting of quality measures and report to Congress within one year. Following submission of the report to CongresssréguBecrtary within

one year to publish final regulations on reporting uniform health care quality measures.

a.
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Appendix. A

CongressiondRO0HEOB) ngs

House Committee on Energy and Commerce

May 8, 2002 Reducing Medical Errors

July 22, 2004 Health Information Technology (Subcommittee on Health)
House Committee on Government Reform (Subcommittee on Technology)

July 14, 2004 Health Informatics, Public Health, and Emergency Response
House Committee on Veterans  -Affairs (Subcommittee on Oversight)

May 19, 2004 9%V 5ROH LQ '"HYHORSLQJ (OHFWURQLF OHGLFDO !
House Committee on Ways and Means (Subcommittee on Health)

March 7, 2002 Health Quality and Medical Errors

September 102002 Legislation to Reduce Medical Errors

March 18, 2004 Health Care Quality

June 17, 2004 Health Information Technology

July 22, 2004 Electronic Prescribing

February 10, 2005 Medicare Payments to Physicians

March 15, 2005 Measuring Physician Qualipd Efficiency

Senate Committee on Homeland Security and Governmental Affairs

June 11, 2003 Patient Safety: Instilling Hospitals with a Culture of Continuous Improvement
Senate Special Committee on Aging

September 23, 2003  HIPAA Medical Privacy affdansactions Rules: Overkill or Overdue?

GAO Reports an(d2 (eBs0t5i) mo ny

Information Technology: Benefits Realized for Selected Health Car&R@Ode4, October 31, 2003.

ComputeBased Patient Records: Improved Planning antll&najgement are Critical to AchievingViayd/ADOD
Health Data Exchang@AO-04-811T, May 19, 2004.

Health Care: National Strategy Needed to Accelerate the Implementation of Health InformatijdB A@diology
947T, July 14, 2004.

++6-V (I1RdMdOM NgdRh Information Technology and Legal Barriers to itSG¥dofi®a91R, August 13.
2004.

++6-V (VWLPDWH RI +HDOWK &DUH &RVW 6DYLQJ\GASI0ORVEeQraamR L
16, 2005.
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I nternet Resour ces

Federal Government

HHS3 Nat. Coordinator for Health IT

HHS?3 Nat. Committee on Vital and Health Statistics
AHRQ 3 Healthcare Informatics

CDC 3 Public Health Informatics

Professional Associations

American Academy of Family Physicians

American Health Information Management Association
AmericanMedical Informatics Association

Association of Medical Directors of Information Technology
Healthcare Information and Management Systeotes/
Public -Private Collaboratives/Research Groups/Stakeholders
eHealth Initiative

Markle Foundation

Connecting for Health

Center for Information Technology Leadership

National Alliance for Health Information Technology

National Alliance for Primary Care Informatics

http://www.hhs.gowealthit
http://www.ncvhs.hhs.gov
http://www.ahrg.gowatainfoix.htm
http://www.cdc.gowpoldphsiindex.htm

http://www.centerforhit.org
http://www.ahima.org
http://www.amia.org
http://www.amdis.org

http://www.himss.org

http://www.ehealthinitiative.org
http://www.markle.org
http://www.connectingforhealth.org
http://www.citl.org
http://www.nahit.org

http://www.napci.org
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